Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: Irene Della Adult Residential Care Home

CHAPTER 100.1

Address:
189 Maika Street Wailuku, Hawaii 96793

Inspection Date: July 26, 2019

THIS PAGE MUST BE SUBMITTED WITH YOUR PLAN OF CORRECTION. IF IT IS NOT, YOUR PLAN OF
CORRECTION WILL BE RETURNED TO YOU, UNREVIEWED.

YOUR PLAN OF CORRECTION MUST BE SUBMITTED WITHIN TEN (10) WORKING DAYS. IF IT ISNOT
RECEIVED WITHIN TEN (10) DAYS, YOUR STATEMENT OF DEFICIENCIES WILL BE POSTED ONLINE,
WITHOUT YOUR RESPONSE.

08/16/16, Rev 09/09/16




RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

811-100.1-15 Medications. (g)

All medication orders shall be reevaluated and signed by
the physician or APRN every four months or as ordered by
the physician or APRN, not to exceed one year.

FINDINGS

Medication being renewed annually. Must be renewed
every four months unless physician/APRN notes that
renewing annually is acceptable.

PART 1

Correcting the deficiency
after-the-fact is not
practical/appropriate. For
this deficiency, only a future
plan is required.




RULES (CRITERIA) PLAN OF CORRECTION Completion

Date
§11-100.1-15 Medications. (g) PART 2
All medication orders shall be reevaluated and signed by the
physician or APRN every four months or as ordered by the
physician or APRN, not to exceed one year. FUTURE PLAN
FINDINGS USE THIS SPACE TO EXPLAIN YOUR FUTURE
Medication being renewed annually. Must be renewed every | PLAN: WHAT WILL YOU DO TO ENSURE THAT
four months unless physician/APRN notes that renewing IT DOESN’T HAPPEN AGAIN?

annually is acceptable.




Licensee’s/Administrator’s Signature:

Print Name:

Date:




